1932, and advised cystoscopy. This, with catheterization of the ureters, I carried out on February 4, 1932, with negative results. No definite explanation of the bleeding having so far come to light, I carried out intravenous pyelography, on February 14, and by that means a left hydronephrosis and a left hydro-ureter were revealed. Instrumental ureterography (sodium iodide, 13*5%) more thorougbly demonstrated the hydroureter. The diagnosis thus lay between a transparent stone or a valve. Cystoscopy had excluded a diverticulum of the bladder compressing the ureter.
Instrumental ureterogram, showing dilated uireter due to ? valvular obstruction. Three weeks ago, April 4, 1932, I operated and found the ureter dilated to the size of the small intestine. This was traced down to the bladder extra-peritoneally but no stone was discovered. On opening, a probe passed easily up to the kidney but was checked at the bladder entrance. The incision in the ureter was carried down to the bladder. The bladder was then opened and a ureteric catheter passed up the ureter. The ureteric orifice was incised,upwards and outwards, the hole thus made in the bladder admitting the finger. With interrupted sutures, this hole was anastomosed to the margins of the ureter incision, leaving a uretero-vesical orifice of over half an inch in diameter. I call this case one of valve of the ureteral orifice, as I do not see what else it could be. It was clearly not one of stenosis-which is common enough-since ureteral catheterization never presented difficulty. Patient, A. S., aged 19, began to have frequency of micturition in January, 1928.
Four months later the tubercle bacillus was demonstrated in his urine.
He has suffered from urinary incontinence since November, 1930. About a year ago he noticed that pressure in the left scrotal region caused urine to dribble away. Two months ago he felt , small scrotal "lump" which has gradually increased in size. No history of urethral obstruction or discharge. Present condition.-A swelling about the size of a hen's egg is felt in the left side of the scrotum. It is tender and fluctuating, and urine, which is alkaline and ammoniacal, can be expressed from the external meatus. When the diverticulum is emptied, the wall of the sac is felt to be well defined and uniformly smooth. On rectal examination, a large swelling, which is elongated and fluctuating, can be felt in the centre and on the right side. Cystoscopic examination demonstrates the opening of a diverticulum on the right lateral wall near the ureteric orifice. X-ray examination-after the injection of an iodide solution into the urethra and vesical cavity-and excretion urography show a small bladder and, posteriorly and below it, a diverticulum, while a second diverticulum is seen to come off from the urethra.
Carcinoma of the Kidney. Specimen.-E. W. RICHES, M.S.
Removed by transperitoneal nephrectomy from a man aged 49. History of haamaturia for 10 months. The specimen weighs 8 lb. 6 oz., and section showed a clear-celled tubular carcinoma.
The patient is now present (five months after operation).
Anomalous Kidneys. Specimens.-E. W. RICHES, M.S. The patient was a man aged 56. The left kidney contains a hypernephroma at its lower pole, and in each kidney the ureter descends on the outer side of the kidney. One year before the left renal tumour was palpable, he had a pulsating tumour of the right humerus where there was a secondary deposit of new growth. Pigment is present in the sections of the hypernephroma and of the humerus. [lMay 26, 1932.1 Perinephric Inflammation. By H. P. WINSBURY-WHITE, F.R.C.S. THE study of this subject raises some interesting points.
First of all, that the seat of infection which gives rise to pus in the perinephric tissues is commonly the adjacent renal cortex is a view that has been so well supported by anatomical findings that it is now generally accepted. The contention that a perinephric abscess originates in the tissue surrounding the kidney is a theory which has little more to support it than the fact that the evidence in the urine of renal infection is sometimes either extremely scanty or entirely lacking. It is a matter of personal experience-and a host of case reports in the literature showthat such urinary findings often accompany a focus of renal infection.
Another point of special interest is the frequency with which the renal infection is associated with a recent-or an existing-infection in some other part of the body.
In contrast with this, in many cases no likely source of the infection can be found.
Because certain cases of perinephric abscess are associated with haematuria of renal origin, and because other cases of hematuria are associated with the same aetiological factors that are found commonly with perinephric abscess, one may regard these different cases as varying clinical types of the same disease.
Finally, the evidence on which to diagnose the presence of perinephric abscess, without waiting for a palpable tumour in the loin, is of great practical interest.
My own clinical observations result from a personal experience of ten cases of perinephric abscess which supervened on the following conditions: (1) pneumonia in a girl aged 4; (2) tonsillitis in a girl aged 8; (3) sore throat and a fall in a girl
